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Patients of New Mexico State Hospital are pictured at one of the outings which make up a feature of the activity program. 
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into every nook and cranny, and creating waiting lists, 
we chose to stand up to the challenge and do what 
we could with what we had. 

By Territorial Act in 1889, the hospital was 
established in the northeastern part of the state, but 
since that time the center of population has moved 
almost 150 miles southwest, closer to the geographical 
center. The hospital buildings were old, obsolete, and 
inadequate. In 1952, when our approved population 
was 700 patients, 1200 were crowded into wards, base- 
ments, hallways, and storage areas. 

The staff consisted of eight doctors, more than 
half of them over 70 years old. Only one was a board- 
eligible psychiatrist. There were two psychologists, 
two untrained social caseworkers (without supervisor) , 
and a handful of registered nurses. Admissions were 
35 to 40 a month. Treatment was limited to electro- 
shock, hydrotherapy, sedation of “violent” patients, 
and occupational therapy (which took place in a 
basement that flooded every time it rained). A weekly 
dance and a movie in a drab firetrap of a hall was 
the sum total of the recreation program. Most of the 
time, patients paced up and down gloomy hallways or 
walked in endless circles on the day porch. 


Hopefulness Replaces Resignation 


In 1952, Dr. C. G. Stillinger, fresh from many 
years of army hospital administration, became the 
superintendent. He brought with him a wave of hope- 
fulness, which quickly swamped the atmosphere of 
resignation that had prevailed here, as in other state 
hospitals, during the last few decades. Shocked at 
what he saw, he started immediately to do something 
about it. 

The things that happened during the next three 
years were not the result of a carefully thought-out 
master plan. The program evolved from the principle 
of doing first things first, and building the next step 
on the results of the last one. Had we known what 
we know now, we would not have needed three years 
to make the improvements, but a decade ago there was 
no blueprint to help hespitals solve their problems 
without adding staff, buildings, and money. 

We first concerned ourselves with the atmosphere 
of the hospital. Obviously, new buildings were needed 
both to relieve overcrowding and to replace worn-out 
buildings. But we could not wait for new buildings, 
even though one of our earliest steps was the business 
of educating the public, selling the legislature, and 
drawing up plans. Meanwhile, we worked with what 
we had. The high, forbidding steel fence with the 
electric gate was torn down. The surrounding com- 
munity adjusted to this radical move when it realized 
that the city was not being overrun with “violent crazy 
people.” The superintendent began to unlock the 
wards one by one. Like caged birds, patients had to 
be coaxed from their prisons and gently shooed out 
into the bright New Mexico sunshine. 

Following removal of the fence and opening of 
the wards, there was a noticeable improvement in the 


patients’ morale. They began to feel that we were 
paying some attention to them; the attendants, dis- 
covering there were no great problems in controlling 
the patients, became more relaxed. 

The next thing was to alleviate overcrowding 
until the new buildings were ready. Since there was 
no more space available, the obvious answer was to 
get the patients out. During his ward rounds the 
superintendent had noticed some patients who looked 
well enough to be discharged. One woman had been 
helping in the infirmary for several years—helping so 
well that she had been issued a uniform. With the 
turnover of staff and the passage of time, she had been 
“forgotten” as a patient, and most people assumed 
she was an employee. It was not difficult for our social 
service department to make a satisfactory plan for her 
in the community, and she was discharged. 

Doctors, nurses, and psychologists were asked to 


~ Jook out for other “‘lost’’ patients, and for those more 


recently admitted ones who might be well enough to 
leave. When names did not come in fast enough, the 
superintendent would call a ward and tell the charge- 
nurse, “By tomorrow morning please give me the 
names of five patients who you think could leave.” 
This got results. ‘The patients named were reviewed, 
and if they were ready for discharge, we contacted 
their families. 

A year later $2,000,000 was appropriated for new 
buildings providing an additional 375 beds, and the 
legislature passed a more liberal admission law which 
eliminated all reference to “insanity,” provided for 
voluntary admissions, and permitted court-committed 
patients to retain their civil rights. But there were 
no additions to the professional staff, and the release 
of patients began to bog down; many families had 
been lost long since, or available relatives were reluc- 
tant to take their family member home again. 

The obvious need, therefore, was to get more 
help for discharge planning, and the board of direc- 
tors, on the superintendent’s recommendation, author- 
ized the addition of a trained psychiatric social worker, 
who took over as director of the department in Novem- 
ber 1953. (He was the only new professional employee 
added between 1952 and 1955.) The hospital popula- 
tion was then about 1140—a net drop of 60 in about 
18 months, in spite of the fact that admissions had 
risen slightly. 

Once a patient’s discharge had been approved at 
the medical staff conference, the social service depart- 
ment assumed total responsibility for discharge plan- 
ning. A concerted effort was started to locate relatives 
and to interest them in arranging for discharge; to 
send nonresidents back to their own states; to place 
some homeless patients in family boarding homes; and 
to help others solve economic problems so they could 
leave the hospital and take care of themselves. 

Partly to assist with this discharge planning and 
partly because we were convinced that paying more 
attention to the patients was having beneficial results, 
we set up a program of industrial therapy which went 
far beyond the usual practice of having patients help 


on the farm, in the kitchens, and in the laundry. The 
maintenance people were called in, and each employee 
was asked to “‘be a therapist” for one patient. This 
at first met with mild resistance, but as a relationship 
began to develop between each patient and his ‘‘thera- 
pist,’” we saw that the patient’s condition began to 
improve. The ‘everybody a therapist” program was 
developed in each department of the hospital, and the 
employees participating tripled in number. When 
patients improved sufficiently, the medical staff re- 
viewed them, and many were well enough to be dis- 
charged. 


The Drug Program Begins 


By May 1954, two years after the fence had come 
down, four new buildings, including two ward build- 
ings, were under construction. We had projected that 
by 1962 we would need 1800 beds. However, in the 
same month, the first ataractic drugs became available. 
It was hard to convince doctors who had worked in 
state hospitals for 30 years that a pill was going to 
have any effect. But under the encouragement of the 
superintendent, the staff became eager to try the new 
medication. The first results, on a group of selected 
“worst” patients, were so dramatic that we started a 
full-scale chemotherapy program early in 1955. A 
team consisting of the superintendent, a psychologist, 
and a nurse interviewed and examined every patient 
in the hospital, and unless there was a contraindica- 
tion, the new medication was tried. We estimate that 
at least 60 per cent of the patients were on the drugs. 
Since that time our hospital has been among the 
leading institutions in the country in expenditure 
per bed for medication. The drug therapy program 
engendered enthusiasm in the entire staff. Chronic 
patients were responding to something. Maybe it was 
the personal attention, heretofore missing from the 
back wards. Perhaps the drugs themselves. At any 
rate, by the time the new buildings were ready for 
occupancy in the spring of 1955, the patient popula- 
tion had dropped to about 1050. We could not only 
relieve the overcrowding, but demolish three worn-out 
ward buildings as well. 

Since 1955 there has been a gradual depletion 
of the medical staff through death and resignation. 
For weeks at a time, there may be only the superin- 
tendent and one other doctor available to treat all the 
hospital patients. A letdown lasting too long could 
easily create the need for another ward building. And 
since 1955 the shortage of professional personnel all 
over the country has become more acute. However, 
today there 1s a ray of hope that some of our staff 
vacancies may be filled with well-qualified people. 
As soon as this takes place, we plan to expand mental 
health facilities and services in our various New Mexi- 
co communities. 

In 1955, to conduct a program of follow-up care 
for convalescent patients, we established one of the 
first field psychiatric social work programs in the 
Rocky Mountain area. At the present time, a staff of 
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six social workers, carrying a caseload of 940, serves 
five areas. Part-time psychiatric consultation is already 
serving one-third of the patients, and this service will 
be expanded shortly. More than 10 per cent of the 
patients being followed are in family-care homes. 

We have arrived at no pat formula whereby the 
“have not” state hospital can solve its problems of 
staff shortages, overcrowding, and inadequate appro- 
priations. But we do believe, out of our own experi- 
ence, that a small, dedicated staff under good leader- 
ship can work wonders, provided the worth of each 
employee and each patient is recognized. Some of our 
untrained employees have been brought to near-pro- 
fessional levels of achievement. 

We believe too that the day of admission is the 
day to start both treatment and discharge planning. 
The traditional diagnostic, treatment, and discharge 
staff conferences which serve as inservice training are 
luxuries which we cannot afford, because every day 
that we prolong a patient’s stay, we lose a little hard- 
won ground. We think our relative smallness is a 
distinct advantage. It is easy for staff personnel to 
get together and exchange ideas about patients, as 
well as to plan personally with the patients themselves 
when it comes time for release. Of major importance 
in any hospital is the staff’s enthusiasm, which is main- 
tained by a strong leader who is not easily discouraged 
and can motivate his workers to meet the challenge 
with all available facilities. ® 
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